MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH — -
DEPARTMENT OF PUBLIC HEALTH AND WELFARE 62 0154'?5

STATE FILE NUMBER
Ragistration Duinct No -.,”__----!yz__f'ﬂmarv Registration District No. --__/.o__g_"_'_':Regmur s No. -------@51

DO NOT WRITE AMENDED

ON THIS STUB = E D APR 201962
1. PLACE OF DEATH - 2. USUAL RESIDENCE {(Where deceased lived. If instirution: Residence before
VS 300 [a a. COUNTY Jackaon a. STATE Hissouri b. COUNTY Jackson asdmission)
]
Rev. 4/59 % b. %TRY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b <. CéLY Inside Limits
S TOWN Kansas City 50 Yrs, TOWN Kansas City Ykl Ne D
1 < c. FULL NAME CF {I¥f NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
wi HOSPITAL OR ADDRESS
2 = iNsTiuTion 3226 Woodland Yes B No[] 3226 Woodland . Yes [3 Nod]
3 5 p P Pyl
3 3. ‘I":AME QF DECEASED First Middle Last 4, DOA";IE Month Day Year
yYpe or print)
WALTER COTTON. SMITH DEATH April 7, 1962
4z 5. SEX 6. COLOR OR RACE 7. Marrisd [ MNever Married ) (6. DATE OF BIRTH | % AGE {last birthdey) | IF UNDER 1 YEAR | IF UNDER 24 HR
s o M ]e Whiw Widowed [] Divorced [ u_b_lsgo ?2 Mon!hsl Days Hours l Min,
10a. USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or tountry) | 12. CITIZEN OF WHAT COUNTRY
dugj st of orkl life, n,if retired)
6 g ‘HaCsred s oistuiaN". Unity School Dundalk, Ireland U. S. A.
7 g 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
Q William Waldo Smith Isabella Watson None
8 p ) 15. WAS DECEASED EVER IN U.5. ARMED FORCES? L £ACIAL CESIIAITY M 17. INFORMANT Address
H I
o : (YOI,N& or unknown) '(If ves, give war or dates of servic Mrs. L. F. Richter K. c. HO.
QM o4 = 18. CAUSE OF DEATH (Enter only one cause per ling for uyympr ot INTERVAL BETWEEN
10 < IJZJ PART |. DEATH WAS CAUSED BY: - QNSET AND DEATH
2 s BN |- - _IMMEDIATE CAUSE (2) / < ' I - Ll — -
BN b o} O
W [a] O
Wit
1 o |y o Conditions, if sny, DUE TO {b)
- 3 W z which gave rize to
5 |Z above cause (a),
132 £ = stating the under.
lying cause last. DUE TO (¢)
Z z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related io ‘the terminal PART 1L, If cdeceasad was female was
(o]
g disease condition given in PART | {a) there a pregnancy in last 90 days.
g § ' O Yes ! O Ne I O Unknown
g E 19. WAS AUTOPSY 20a. ACCIDENT - SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)
3 & PERFORMED? 0o O ]
g Ul YES[3 NO )
2 2| 2 VIME OF Wour + Month, Day, Vear
Z § 2 ‘INJURY  a.m. : .
v 2 o p.m. .
Z o = | 204, INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [ farm, tactory, street, offica bidg., stc.) : )
» 1 NOT WHILE AT WORK O
O oe o a M ' ”
. . r .
S o E . é . 0 21 | attended the deceased from. to. and last saw hiem alive on
[- -] ; a 5 Desth occurred at m on the date stated sbove, and to the best of my knowledge, from the causes stated.
d = - -
g i 8 ol = [Dogres or title} 32b. ADDRESS = - 22c. DATE SIGNED
> | 5 = ' M.
z Tac. NAME OF CEMETERY OR CR 73d. LOCATION City, town, or county) Phate)
g 2 :
g x on L=9.62 , Elmwood Crematory Kansas City, Mo.
= 4 524, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |[2¢. R TRAR'S SIGNATURE
]
(= & Freeman Mortuary Kansas City, Mo. .7 .62
L4
{Licenzsd Embalmaer's Statement on Reverse Side) /’




STATEMENT BY LICENSED EMBALMER

| hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. Q :
4 -
Sfudent ) S|gned W
[

Signature of Student Embaimer
7 2 7

Licensed Embalmer No.

P. O. Address EE ’ @ Wa\

Notfe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

(If this body is not embalmed, fact should be so stated above.




